It has been hard to ignore the malpractice crisis in the United States. Although momentous worldwide events have demanded our attention, the fallout from the malpractice debacle continues to dominate public and community life. Many communities are facing a net "out-migration" of surgical specialists because of malpractice issues. Established surgeons are leaving their homes and practices to relocate in areas with a less onerous malpractice burden or to communities that have pooled their resources to support a surgeon. Although malpractice reform may help to ameliorate the situation, a profound change, nonetheless, has taken place in how surgical care is delivered and how it is practiced.

An example of the change in surgical practice caused by the malpractice crisis is the provision of malpractice insurance offered to surgeons by some hospitals. In these cases, hospitals or hospital systems retain members of the surgical staff (surgeons, obstetricians-gynecologists) by insuring their physicians with self-insurance policies or paying for the doctor\'s premiums. In many instances, the hospital or groups of hospitals set themselves up as the insurer and assume the risk of providing malpractice coverage to their practitioners. Malpractice premiums are typically offered at a reduced rate compared with premiums for insurance obtained on the open market, if such insurance can be purchased at all.

Much in this arrangement is good. Surgeons are given the chance to remain in practice in exchange for directing their patients to that facility (and insuring the institution\'s financial viability). Hospitals benefit by having a cadre of surgeons available to serve the community and to keep their operating rooms busy. But risk is ever present, and health care institutions do not typically have great experience in the insurance business. In addition, because of the expense of insurance, these institutions usually cannot provide malpractice coverage to all surgeons in a geographic area.

Some surgeons will not be selected to join a hospital\'s sponsored surgical staff. These specialists may survive "on the fringes," or they may retire, relocate, or change careers. Practice patterns, referrals, and the dynamics of interactions between physicians will change. Those surgeons chosen to be on the institution\'s surgical staff will not practice surgery as they did as private practitioners. Rather, they will function as an arm of the institution, dedicated to the institution. Many will be on a fixed salary, and striving for surgical excellence will have to come from within. A profit motive to excel or to extend oneself in taking care of others will not exist. The private practice of surgery may go the way of the Edsel automobile.

It is too early to say whether the change in surgical practice is good or bad. However, the practice of surgery has changed, and problems persist. In the short-term, is the growing problem of whether sufficient numbers of surgical specialists are available in a given geographic area or state. In the long-term, is the potential problem of not being able to attract the brightest minds into surgical specialties. Financial remuneration must be commensurate with the service rendered and should reflect in some measure the training that has gone into developing the specialist providing that service. Service and reward must be balanced.

In a very simplistic sense, a person entering a career in medicine makes a contract with society. Essentially, if a young person gives up 10 or more years of the most productive portion of his or her life to study medicine, society will compensate that person with respect and remuneration for their position and service. It can be no other way. To beggar medical students with huge debt and offer no means to satisfy that debt after training is unconscionable. Many other options are available for a bright, young person to earn a living.

A solution to these challenges involves both short- and long-term efforts. Medical students need to be shown--today and every day--that a life in surgery is highly fulfilling. Mentor surgeons must learn to express to their trainees the deep personal satisfaction that accompanies a career in surgery. Despite the current turmoil, very few surgical specialists would change their specialty for another.

In the long-term, all of us, and that includes private practitioners, surgical educators, community leaders, insurance providers, and legislators, must maintain a dialogue that reviews the problems and seeks answers. It takes a very long time to educate a surgeon, and if the number of persons going into training is significantly diminished, the effects of this shortfall will be profound and long lasting.
